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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State of 

W A C &  toAttachment 3.1-A 

Thefollowing statementappliestoallservices provided,aslisted on the follow­
ing pages of thisAttachment: 

Items or servicesthataredetermined to beexperimental or investigational 
are not coveredbenefits. Such determinations will bemade by the Medical 
ServicesAdministration,based on qualifiedmedicaladvicethattheitems or 
services generally professionalhave not been accepted by the medical 
communityaseffective andproven treatments for the  conditions for which 
they being used. or are to be used. Thisare advice will originate from 
established sources such as NationalMedicare, Institutes of Health, Food 
and Drug Administration (FDA), theDiagnostic and ' Therapeutic

Assessment ( D A T T A )  Program, The are notTechnology etc. determinations 
judgmentsthata physician's choice is inappropriate or that apatient does 
not needtreatment. 

AND medically needy -, 3.1-A 
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OMB No.: 0938­


1. 


2.a. 


b. 


C. 


3. 


State/Territory: MICHIGAN 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE ANDSERVICES PROVIDEDTO THE CATEGORICALLYNEEDY 


Inpatient hospital services other than those
provided in an 

institution for mental diseases. 


Provided: n o  limitations /x/Withlimitations* 
. __ . .,. h I I .  

Outpatient hospital services. b 
Provided: /No limitations limitations*With 


Rural health clinic services-and otherambulatory services furnished 

by a rural health clinic which are otherwiseincludedin the state plan).-L/Provided: /T No limitations w i t h  limitations* 

L/ Not provided. 

Federally qualifiedhealth center (FQHC) services and other 
ambulatory Services that arecovered under the planand furnished by 

an FQHC in accordance with
section 4231 of the State MedicaidManual 

(HCFA-Pub. 45-4). 


Provided: /x7No limitations w i t h  limitations* 


Otherlaboratoryand x-ray services. 


Provided : /7 No limitations /%With limitations* 

*Description provided on attachment. 


TN NO, Y 7 - S  
Date q-/3-92- EffectiveSupersedes Approval Date 10-01-91 

TN No. 90-09 
HCFA ID: 
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OHB NO: 

S t a t e / T e r r i t o r y :  MICHIGAN 

AMOUNT, DURATION, AND SCOPE OF medical 

AND remedial C A R 2  AND SERVICES PROVIDED TO THE categorically NEEDY 


4 .a .  N u r s i n g  f a c i l i t y  services ( o t h e r  than services i n  a n  i n s t i t u t i o n  for 
menta ld iseases)  for i nd iv idua l s  21 years of age o r  o lde r .  

Provided : -No l i m i t a t i o n s  With l i m i t a t i o n s *  

4.b. 	 Early and p e r i o d i cs c r e e n i n gd i a g n o s t i c  and t rea tment  services for 
i nd iv idua l s -unde r  21 years ofage,andtreatment of cond i t ions  found.. 

4.c.  	 Familyplanning services and s u p p l i e s  for i nd iv idua l s  of chi ld-bear ing 
age. 

Provided: -No l i m i t a t i o n s  With l i m i t a t i o n s *  
r 

f u r n i s h e dt h e  t h ePhys ic i ans '  services w h e t h e r  i n  o f f i c e ,  p a t i e n t ' s  
home, a h o s p i t a l ,  a n u r s i n g  f a c i l i t y  o r  elsewhere. 

Medical andsurg ica l  services furn ished  by a d e n t i s t( i na c c o r d a n c e  
w i t h  s e c t i o n  1905(a)(5)(B) of t h e  A c t ) .  

6 .  Medical care and any undero ther  type of remedial care recognized
State l a w ,  fu rn i shed  by l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  t h e  scope of 
t h e i r  p r a c t i c e  as def ined  by S t a t e  law. 

a. Podiatr is ts '  s e r v i c e s .  

Provided: - No l i m i t a t i o n s  With l i m i t a t i o n s *  

* Descr ip t ion  provided  on attachment.  

TN No. 934639 
Supersedes approval Date /J-7-93 e f f e c t i v e  Date 10-01-93-
TN No. 93-06 
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OMB No.: 0938-

State/Territory: MICHIGAN 


AMOUNT, DURATION, AND SCOPE
OF MEDICAL 
AND REMEDIAL CAREAND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

Optometrists'services. 

-

L x _ /  Provided: with No limitations 

Not provided. 

Chiropractors'services. 

rn Provided: /7 No limitations 
10-01-92 I L/ Not provided. 

d. 	 Other practitioners' services. 
-

w i t h  limitations* 


,&?With limitations* 


/ x /  Provided: 	 Identified on attached sheet with description of 
limitations, if any. 

rn Not provided. 
7 .  Home health services. 

aa. 	 Intermittent or part-time nursing services provided by home health 

agency or by a registered nurse when no home health agency exists in the 

area. 


Provided: //No limitations w i t h  limitations* 


Home health aide services provided
by a home health agency. 


Provided: / T N 0  

C. 


Provided: /TN0 

*Description provided 


TN No. y;2-3&-
Supersedes DateApproval

TN NO. 91-36 


limitations w i t h  limitationst 


limitations w i t h  limitationst 


on attachment. 


1- 4  	 Effective Date iQ-01-92 

HCFA ID: 7986E 
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OMB No.: 0938-

State/Territory: MICHIGAN 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE ANDSERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


d. 	 Physical therapy, occupational therapy, or speech pathology and 

audiology servicesprovided by a home health agency or medical 

rehabilitation facility. 

-

/ x /  Provided: /7
-

L-/ Not provided. 

8. 	 Privatedutynursing-
Provided: /7

-/x/ Not provided. 

No limitations w i t h  limitations* 


services. 


No limitations //With limitations* 


*Description provided on attachment. 


TN No. Qa-5 

SupersedeDate Date
Approval 4-17-7 Effective 10-01-91 
TN NO. %/A 

HCFA ID: 7986s 

. 
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t 
 OMB NO.:0938-0193 

AMOUNT, DURATlON ANDSCOPE OF MEDICAL AND REMEDIAL CARE 
SERVICES PROVIDED TO THE CATEGORICALLY AND MEDICALLYNEEDY 

9. Clinic services 

1 7 Provided rnNo limitations With limitations. 

-1 Not Provided 0 n 
10. Dentalservices 

1 7 1 Provided 1-1 No limitations With limitations. 

[] Not Provided 0 0 
1 1. Physical therapyand related services 

a. Physicaltherapy 

Provided -1 No limitations limitations*With 

!)'J$ n o t Provided 0 0 
b. Occupationaltherapy 

I-] Provided [-I No limitations 1-1 limitations'With 

r]Not Provided 0 
c. 	 Services for individuals withspeech,hearing, and language disorders 

(provided by or under the supervisionof a speech pathologist or audiologist). 

-1 Provided 1-1 No limitations -1 With limitations* 

[X]NotProvided n 0 

'Description provided onattachment. 

TN NO. 94-25 Approval Date 1 3 1994 Effective Date 10/01/94 

Supersedes

TN No. 85-22 HCFA ID: 0069P/0002P


V 
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(BERC) .-: Attachment 3.1-ARevision: HCFA-PM-85-3 
Page 5 
OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND 
REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

12. Prescribed drugs, dentures, and prosthetic devices: and eyeglasses prescribed by a physician 
skilled in diseases of the eye or by an optometrist. 

a. Prescribed drugs. 
-X Provided: __ No Limitations 

-Not Provided 

b. Dentures 
-X Provided: No Limitations 

-NotProvided 

c. Prosthetic and Orthotic Devices 

_c 
X Provided - NO Limitations 

- Not Provided 

d. Eyeglasses 

-X Provided __ No Limitations 
- NotProvided 

‘Description provided on attachment 

X 

X 

X 

X 

With Limitations* 

With Limitations* 

With Limitations* 

With Limitations* 

TN No. q 8 O b  Approval Date b 429-75 Effective Date 04-01-95 
Supersedes 
TN No. 92-71 HCFA ID: 0069P/0002P 
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. a lull: H L ~A-I"-85-3 (BERC) 	 Attachment 3.1-A 
Page 5a 
OMB NO.: 0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL AND 
REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

13. 	 Other diagnostic, screening, preventive, and rehabilitative services, i.e., 

other than those provided elsewhere in the plan. 


a. Diagnosticservices. 

-/T Provided: / / N o  limitations -/T Withlimitations*
-

-/T N o t  provided. 
I 

*Description provided on attachment 


TN NO. ff-j 
SupersedesDate Effective Date Approval 

TN No. N/A- . HCFA ID: 0069P/0002P 



Date  

Revision: (BERC) attachment 3.1-A
HCFA-PH-85-3 
M Y  1985 Page 6 

0)IB MO.: 0938-0193 

amount duration MID scope OF MEDICAL 
MID remedial CARE MID SERVICES PROVIDEDTO THE categorically NEEDY 

Screening services. 
-
/-/ Provided: // No limitations 

Mot provided. 

c. Preventive services. 
-
1 . -/- Provided: -7 Mo limitations --/ x /  Not provided. 


d. Rehabilitative services. 
-
// Provided: LT No limitations 

/--7 Not provided. 

-// with limitations* 

-/7 with limitations* 

fi with limitations* 


14. Services for individuals age
65 or older in institutions for mental 
diseases. 

a. Inpatient hospital services. -
/ X /  Provided: L7 100 limitationslimitations*-	 -/v with--/ Mot provided./ 

.-. 
b. 	 Skilled nursing facility services.-

/ X/- Provided: LT No limitations -/xwith limitations* 
--., ­

1I _ -1 Mot provided. 

c. Intermediate care facility services. 


with limitations* 


--/ Mot provided./ 

*Description provided on attachment. 


h j 'rim Bo. . ..,.*$ supersedes e8 A approvalDateEffective 06/01/85 
L TII NO. $5-6-(13.b. - 13.7.) 



Revision:
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, WE UO.: 0938-0193 
L 

amount DURATION AIR, SCOPE OF medical 
AND remedial CARE AND SERVICES PROVIDEDTO THE categorically needy 

15.a. Intermediate care facility services (other than such services in an 
institution for mental diseases for persons determined, in accordance 
with section1902(a)(31)(A) of the Act, tobe^ in need of suchcare. 
-

. /x /  Provided: /r No limitations f i  Withlimitations* 
-
L/ Hot provided. 

b. Including such services in
a public institution (or distinct part
thereof) for the mentally retardedor perrons with related conditions. 
-

/y/ Provided: LT no limitations & With limitations* 
- Motprovided. 

16. Inpatient psychiatric facility services for individuals under 22 years

of age.

-

&/ Provided: LT no limitations -
1 1  not provided. 

1 7 .  Nurse-midwifeservices. -
/x/ Provided: L7 lo limitations -
L/ Hot provided. 

f i  With limitations* 

f i  With l i dlimitations 

18. Hospice care (in accordance with section
1903(0) of the Act).--x /  Provided: LT no limitations ­/x/ With limitations*
--/ lot provided./ 

*Description providedon attachment. 


TN lo, x7e7 

supersedesDate Date
Approval ,?/&kfeffective 01/01/87

No. f6  . 

HC?A ID: 0069P/0002P 
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